Correspondence
The Operation for Varicose Veins SIR,-I have read Mr. Harold Dodd's letter on the operation for varicose veins (Oct. 13, p. 510) . May I be permitted to record a few of my own observations in regard to the treatment and operative procedure for varicose veins. 1. It is my opinion that in all cases where the valves of saphenous veins are proven to be incompetent and accompanied by multiple varicosities of the leg, ligation and excision is the operation of choice.
2. Inasmuch as the anatomy of the venous system is variable a thorough search should be made in the groin incision in order to ligate tributaries-e.g., superficial external pudendal, superficial epigastric, superficial circumflex iliac, and other nameless tributaries which may or may not be present. Two or three inches below the fossa ovalis the saphenous vein will often be seen to be joined by two or three large venous branches-e.g., the external femoral, middle and internal femoral tributaries of the great saphenous. At operations for recurrence of varicosities I have noted that these veins appear to be markedly dilated, due to the fact that they were not ligated and sectioned at the time of the original operation.
3. Prior to operation a series of tourniquets from the thigh to lower leg should be applied while the patient is lying down and his leg elevated in order to empty the venous system. The patient is then allowed to stand and walk and the tourniquets are removed starting from below upwards. Areas of incompetence due to the communication tributaries from the deep to the superficial system are discovered. These areas are then marked out with indian ink in order to facilitate the operative procedure.
4. Certainly the saphenous vein shtbuld always be ligated in the groin, but it is my opinion that many unsightly ankle scars can be avoided if ankle ligations are reserved for the very infrequent cases which would require this procedure. The secondary sites of ligature depend on the site of gross venous incompetence, as shown by the tourniquet test. There are several cases which require only a high saphenous ligation, but where there are " blow-outs," sites of gross incompetence, these must also be ligated and sectioned to obtain good results. De Takats (1933) claims that high saphenous ligation alone will result in a direct cure in 20% of the cases. High ligation followed by injection produces excellent results and diminishes the incidence of pulmonary emboli.
I have found that injection at the time of operation lengthens convalescence because of delayed healing at the operative site and pain in the extremity inx olved. I prefer to do a high saphenous ligation alone, or combined with multiple ligations depending on the individual case. Both ends of the saphenous s. ould be doubly ligated and transfixed. The patient is allowed to go home on the day following operation. Six days later the sutures are removed and, if necessary, injections are started. For injection therapy it has been my practice to use 5% sodium morrhuate solution or a product called "sylnasol"sodium psylliate in 2% benzyl alcohol. It has been our experience that patients treated by these methods have been able to return to work with a minimum loss of time and wages, with obvious advantages to themselves and their families. 
Treatment of Varicose Ulcers
SIR,-I had not been long in general practice before I realized how tedious it was to get chronic varicose ulcers to heal. It is interesting to review the various methods one has used in the past. My earliest recollections are those of seeing " elastoplast" used for varying lengths of time. The bandage was removed after, say, a week or ten days, sometimes perforce earlier, because of its sodden and always offensive condition, only to be replaced with a fresh bandage; and this went on for weeks on end. Healing took months. The next trial was that of " viscopaste " bandage and similar absorbent preparations. the idea being for the bandage material to absorb any discharge or eczematous matter. 1 found this type of bandage little or no advance on the last. Incidentally 1 well remember a case where I incorporated an ulcer in a plaster-of-Paris bandage (taking a tremendous risk) when treating a fracture, with perfect results on removal of the plaster.
My next efforts consisted in making an ointment of zinc oxide and white vaseline and covering the ulcer with strips of lint X paste. I found that whereas this was soothing it did not promote healing or absorb the eczematous fluid, nor did the wound remain sweet. This led me to try another modification of zinc oxide with olive oil, with a touch of scarlet-red ointment. This gave better results for a few cases.
In an endeavour to improve on this preparation-for some skins were sensitive to scarlet red-I used cQd-liver oil and sulphanilamide powder, occasionally (usually after trial) in combination with a little scarlet red. Healing with this preparation was quicker; the wound was clean ; but 1 failed to dispose of or absorb the eczematous fluids. Repair still took weeks. This, then, led me to discard oily preparations, and for the past eighteen months I have been using pulv. lapis calamin. with gentian-violet powder and solution made into a mauve paste of the consistency of putty. This paste was spread on the ulcer with a knife in an endeavour literally to fill it and to level off at the edges. In a couple of hours this would dry and possibly crack in a few places. A simple dry dressing would be put over the paste to keep it in position. Patients were taught and instructed that when cracks appeared or where there was an oozing of sero-sanguineous fluid they were to apply a fresh layer of paste, allow to dry, and cover. This process of applying a fresh layer was repeated by the patient as often as cracks developed or matter oozed from the edges or little pieces of paste fell out.
In two or three weeks' time a hard, dry, mauve, wart-like crustation would form over the ulcer; and this was not removed. It would fall off in due course, leaving a healed smooth shining surface level with the rest of the skin. Occasionally curiosity on the part of patient and attendant would lead to removal of this mass to see what was happening underneath.
This naturally prolonged the time of healing; and, of course, the ulcer had to receive fresh applications of the paste till the dry stage was reached. To this paste 1 have at times added sulphanilamide powder, especially for dirty ulcers. but sulphanilamide should never be applied to a deep ulcer, as it only increases the flow of sero-sanguineous offensive exudate. This last method has rarely failed to effect a healIng, even though slow and drawn out a bit. But its main advantage was that the patient could carry out the necessary instructions after a couple of simple demonstrations. There have been occasions where the skin for several inches surrounding the ulcers was red, with a dry scaly eczema. Using the gentian paste for the ulcer alone, I have applied another preparat on of castor oil, pulv. lapis calamin., a trace of tar, and sal:cylic acid, to the dry eczema, with gratifying results. Care, however, must be taken to see that the oily tar paste does not merge into the ulcer, for it will not mix with the gentian paste and healing will be retarded.
I have no figures and no lengthy detailed notes of individual cases, and I think they would serve no purpose. In a small practice with a limited number of cases such things as controls and day-to-day notes are not possible, but the above methods have been tried out, each in turn, for a fair number of cases over a period of thirteen years. I next come to my latest venture-namely, the use of penicillin cream. Through the courtesy of the Department of Preventive Medicine, Bristol University, I have been given a small quantity (strength 400 Oxford units per g.). I have had four cases (one a woman whose ulcers have been in existence for twenty years) of varying degrees of ulceration. My results s,o far have been most encouraging. Two cases have completely healed. Two will require at the most two further applications, when the ulcers should have filled in with granulation tissue and levelled off with the skin. In all four cases healing has been very rapid ascompared with earlier methods: where formerly it was months, now it is weeks.
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May I advise any who may be interested to try this latest method that the cream should be applied thinly over the raw surface of the ulcer, paying particular attention to the edges. Thick applications of cream are a waste of so precious a commodity. Furthermore, too frequent changes of dressings are, in my opinion, harmful and wasteful. On an average a fresh dressing with fresh application of cream should not be oftener than once a week.
In conclusion, with all methods (including the use of penicillin) repeated elevation of the limbs every day for a couple of hours at a time is necessary.-I am, etc., Chipping Sodbury, Glos.
Ross. K. BROOKS.
Morphine as a Prophylactic for lleus SIR,-In reply to Mr. Judson Chesterman's letter (Nov. 24, p. 740), is it not unnecessary to look at recent work to discover what is the effect of morphine on the movement of the intestinal contents ? We all know that pil. plumb. c opio B.P.C., pulv. cret. aromat. c opio B.P., pulv. kino. co. B.P.C., etc., are preparations in which opium is used to check diarrhoea.
The precise effect of morphine on the intestine has been studied by many workers, including those mentioned by Mr. Chesterman. A detailed account of all this work, including a critical summary, is given in Supplement No. 165 to the Public Health Reports of the United States Public Health Service. This most valuable publication on the Pharmacology of the Alkaloids is written by Krueger, Eddy, and Sumwalt, who have themselves studied the action of morphine on the intestine. They discuss the different methods which have been used to examine the action of morphine on the intestine and emphasize what has been pointed out by earlier workers, that these methods often make it impossible to draw conclusions about the joint effect of increased tone, increased segmentation movements, and changes in peristalsis on lhe propulsion of intestinal contents. They say:
" The most satisfactory contribution to the subject of the effect of morphine on the peristalsis of the small intestine has been made by Quigley, Highstone, and Ivy (J. Pharmacol., 1934, 51, 308) . They made determinations of the interval required for the passage of a bolus through a Thiry-Vella loop, the bolus being immediately reinserted and its propulsive rate redetermined. Following 0.5 mg. of morphine per kg., intestinal propulsive activity of the ileum was increased 30 or 40% for about 30 minutes and was followed by a secondary rapidly developing decrease in propulsive activity.... " The bolus method showed an abrupt and pronounced decrease in propulsive activity beginning 30 minutes after the injection, at a time when balloon records indicated augmented peristaltic activity. Thus it was evident that the tracings obtained by the balloon method cannot be directly translated into terms of propulsive efficiency. The period of reduced propulsive activity, which is really the outstanding effect of morphine, must play an important role in the well-known constipating action of this drug." Krueger, Eddy, and Sumwalt have calculated the reduction in propulsive activity from the data of Quigley, Highstone, and Ivy. They find that after 0.5 mg. morphine per kg. (which is equivalent to 0.5 grain for a man of 60 kg.) a bolus moves in 4 hours about 80 cm., whereas before this dose of morphine it moved 300 cm. Thus, although there is an initial quickening of propulsion, the main effect of morphine is to-produce fourfold delay.
Mr. Chesterman says that " morphine produces a longlasting increase of intestinal tone unassociated with spasm in both the small and the large intestine." Both Thomas (Proc. Soc. exp. Biol., N.Y., 1926, 23, 748) and Schroeder (Arch. exp. Path. Pharmakol., 1933, 170, 359) are definite that morphine causes spasm of the pylorus. Spasm of the lower part of the bile duct has been shown to follow the injection of morphine and to cause a rise in intrabiliary pressure in man from below 20 mm. water to above 200 mm. (Butsch, McGowan, and Walters, Surg. Gyniec, Obstet.. 1936, 63, 451) . Observations that morphine causes increased tone and spasm of the sphincter of the bladder date back to 1828, when it was first described by Bally. It would be surprising, in view of this widespread spasm-producing action, if the small and the large intestine were exempt, and Schroeder (loc. cit.) observed that morphine produced a contraction of the ileo-colic sphincter.
In view of these considerations, surely there is no justification for the use of morphine as a prophylactic against ileus ! No evidence in which control observations were made during an earlier period can modify this conclusion. It is surely impossible to say afterwards that there has been no change in the readiness with which the operation of Caesarean section has been undertaken. If in the earlier period the operation was more often undertaken late in labour, when the patient was suffering from some exhaustion, the results observed would be explained.
With regard to the parasympathomimetic drug physostigmine, which, by preserving the acetylcholine formed in the gut wall, increases intestinal movements through the natural mechanism, it is important to remember the great variation which exists in individuals towards any drug. It is necessary to find the right dose, and, if nausea and colic occur, too large a dose has been given. Repeated small doses should be used of a freshly prepared solution. The B.P. dose is 1/100 to 1/50 grain, and it is probably wise to begin with 1/200 grain; a second dose can then be given after 30 minutes.-I am, etc., Department of Pharmacology, Oxford.
J. H. BURN.
Sequelae of Emphysematous Lung
SIR,-Dr. Ronald Jones has described in the Journal (Oct. 20, p. 530) two cases of massive surgical emphysema, pneumothorax, and pneumomediastinum associated with bronchoscopy, and these were discussed in an interesting letter by Dr. J. E. Bannen (Nov. 10, p. 665).
Cases of pneumomediastinum followed by interstitial emphysema of the tissues of the face, neck, and trunk have been described occurring spontaneously in association with a variety of conditions-e.g., the exertions of labour (Nussbaum was able to add twelve cases to the 130 Gordan collected, while Phillips had a remarkable series of five personal cases in four years); phthisical haemoptysis (Bryan); asthma (L. and J. Rosenberg reviewed eighteen cases in 1938 and I have had one personal case not yet described); whooping-cough (Beaumont); exposure to depth charges (Cameron, Short, and Wakeley), etc., as well as being produced traumatically in association with such operative procedures as tracheotomy, lobectomy, and bronchoscopy.
Although, as Bannen suggests, vesicular emphysema is usually present when this condition arises, yet it is not invariably so, as x-ray examination of the chest in Phillips's five cases failed to demonstrate its presence. In fact, if vesicular emphysema were a necessary precursor, one would expect to find, in view of the number of cases of pneumomediastinum occurring during labour, puerperal emphysema, a condition not so far described, of common occurrence. C. C. Macklin, however, showed experimentally that vesicular emphysema was not essential before pneumomediastinum could be produced. He produced it by over-infiltrating part of a normal healthy lung of an anaesthetized cat. He showed that it was due to a break through the alveolar base into the perivascular sheath, along which the air passed to the mediastinal wall, and, when pressure was sufficient, this wall ruptured to give pneumomediastinum.
With regard to treatment, it is well to remember that this alarming-looking condition of marked subcutaneous interstitial emphysema usually calls for no treatment per se, and that it will entirely disappear in the course of a few days. Heroic incisions are not necessary. The exception is the very rare condition of "pressure pneumomediastinum," shown by marked dilatation of the veins of the neck, in which case all that is required, as M. T. Macklin pointed out, is the insertion of a hollow needle into the mediastinum at the side of the sternum, or the insertion of a catheter into the base of the neck and pushing it down to the site of the encapsulated air. Hamilton Bailey suggests that it may be necessary to incise in the neck down to the trachea and provide some sort of suction apparatus, quoting Tiegel's case. However, it is difficult to know why it should be necessary to "suck " out air that is under pressure. Thus in Jones's two cases air failed to escape although needles were inserted into the mediastinum, and although in one case suction was applied. This would seem to bear out the contention that in the majority of cases this treatment is unnecessary. The cyanosis must have been due to the blockage of the respiratory tracts by the swollen mucosa he describes, and not duie to "pressure pneumomediastinum," and the rapid reintroduction of the bronchoscope and other measures of resuscitation undertaken undoubtedly saved the patient's life.
